Objectives. To assess the sustainability of the salt iodization program in Lesotho, 2 years after promulgation of the universal salt iodization legislation.
Introduction
In nearly all countries where iodine deficiency occurs, it is now recognized that the most effective way to achieve the virtual elimination of iodine-deficiency disorders is through universal salt iodization [1] . It is also reported that following the firm commitment at the World Summit for children in 1990 to achieve sustainable virtual elimination of iodine-deficiency disorders by the year 2000, extremely successful programs of salt iodization were implemented in several affected countries, and the percentage of the world population at risk for iodine-deficiency disorders dropped from 28.9% in 1994 to 13.7% in 1997 [2] . Universal salt iodization involves the iodization of all human and livestock salt, including salt used in the food industry, where adequate iodization of all salt delivers iodine in the required quantities to the population on a continuous and self-sustaining basis.
Sustainability is critical in all iodine-deficiency disorders control programs. This is because iodinedeficiency disorders cannot be eradicated in one great global effort, like smallpox and poliomyelitis [1] . They are nutritional deficiencies that are primarily the result of a deficiency of iodine in soil and water and therefore they will return at any time after their elimination if control programs fail.
In 1994, two interventions for iodized oil supplementation and salt iodization were identified in Lesotho to address the persisting mild to severe iodine-deficiency disorders that have been documented since 1960. Iodized oil capsules, each containing 200 mg of iodine, were distributed as a short-term intervention from 1995 to 1998. The first supplementation with iodized oil capsules, which is internationally regarded as adequate to be effective for a year [3] , was done from February 1995 to May 1996. The second supplementation with capsules containing the same dosage of iodine was done from January 1997 to February 1998. Supplementation was done at schools and clinics to all people aged between 2 and 49 years. The legislation on universal salt iodization, which stipulates that the iodine content of salt at the entry point should be between 40 and 60 ppm, was drafted in 1994 as a long-term intervention and enacted in March 2000. The delay in promulgating the legislation was mainly due to inefficient advocacy by officers involved in iodine-deficiency disorders control measures and lack of commitment at the policymaking level. Lesotho does not produce or iodize salt, and all its salt is imported from South Africa. Following the interventions, a great improvement in controlling iodine-deficiency disorders in Lesotho was observed in a study conducted in 1999 [4] . This study, however, indicated that iodine-deficiency disorders are still a public health problem in need of correction.
Supplementation with iodized oil was terminated in 1998, because iodized oil capsules are very expensive and are internationally recommended as a short-term intervention. For this reason, salt iodization is the only current iodine-deficiency disorders control program in Lesotho. Low urinary iodine excretion and endemic goiter, which reflects a longer past exposure to iodine deficiency and takes a longer period to disappear with salt iodization than low urinary iodine excretion, have been seen to persist in some countries with mandatory salt iodization [1, 5] . For example, iodine-deficiency disorders are still prevalent in Indonesia, despite a control program that has been in place for approximately 20 years [5] . This indicates that neither voluntary nor mandatory iodization of table salt will automatically guarantee success in eradicating iodine deficiency and endemic goiter [6] . The key issue to ensure success in sustainable eradication of iodine-deficiency disorders as a public health measure lies in the effective implementation and subsequent monitoring of the iodization program and its effects [1] . Regular monitoring of the iodine content of salt at various points (production level, entry points, retail level, and household level) needs to be undertaken to ensure distribution of adequately iodized salt to the entire population [7] . In addition, periodic evaluation is necessary to ensure that the overall goals and objectives of the program are being met. Of similar importance in ensuring sustainability of the control program is political support and administrative arrangements [1] .
In Lesotho, the salt iodization program has been neither monitored nor evaluated since the 1999 study and the promulgation of universal salt iodization legislation in 2000. Monitoring and evaluation of this current iodine-deficiency disorders control program in Lesotho are also needed to guarantee success in the eradication of iodine-deficiency disorders in the country, to ensure that the legislation is being enforced, and to ensure that the objectives, which include elimination of iodine-deficiency disorders, have been met. Such monitoring and evaluation will also ensure that the program is sustainable for elimination of iodinedeficiency disorders in Lesotho in the decades to come. Therefore a 3-month study was conducted from October to December 2002 to monitor and evaluate the salt iodization program in the country in order to assess its sustainability.
Methods

Sample selection
Lesotho has an area of approximately 30,350 km 2 , with villages ranging in area from 1.4 to 9.2 km 2 . The total population is estimated at 2.2 million, and the country is completely surrounded by South Africa. The country is divided into 10 administrative districts and ecologically divided into four zones, mainly on the basis of altitude; mountains, lowlands, foothills, and the Senqu River Valley.
The multistage proportionate to population size (PPS) cluster sampling method was applied based on World Health Organization/UNICEF/International Council for the Control of Iodine Deficiency Disorders (WHO/UNICEF/ICCIDD) recommendations [1] in a study conducted from October to December 2002. From a total of 3,509 clusters (villages) in the country, as shown in table 1, 31 clusters were proportionally selected from the ecological zones in all 10 districts of Lesotho based on the total number of households in each district and ecological zone.
In each of the 31 selected clusters, 30 women aged between 15 and 30 years were randomly selected from the households to give both urine and salt samples, resulting in a total of 924 women, of whom 64 were pregnant. Similarly, 30 children aged between 8 and 12 years were randomly selected from each school in the same cluster to give urine samples, resulting in a total of 912 children, of whom 477 were girls and 435 were boys. Salt samples were not obtained from the families of the children because there was not enough time to follow children to their homes, and experience has shown that when asked to bring salt samples to the schools, children tend to share salt with those who did not bring their samples.
Data collection
Casual urine samples were obtained from the selected children and women during the morning hours. The selected women and children were provided with 40-mL capacity plastic bottles and asked to half-fill them with urine. The bottles with urine samples were tightly closed with plastic screw caps to prevent leakage and evaporation and labeled for identification with stickers. Approximately 3 tablespoons of salt were obtained from the selected women, and the samples were kept in sealed zip plastic bags identified by labeled stickers. A questionnaire developed with the use of information on programmatic indicators of sustainability as indicated by WHO/UNICEF/ICCIDD [1] was used to interview the chairperson of the iodine-deficiency disorders control task force, and the responses obtained were used to assess sustainability of the program on the basis of the criteria for monitoring progress toward sustainable elimination of iodine-deficiency disorders as a public health problem [1] .
Chemical analysis
Urine samples
The ammonium persulfate method was used at the Medical Research Council in Cape Town, South Africa, for measurement of urinary iodine concentration, where the coefficient of variation for urinary iodine analysis was 7.7 at a concentration of 10 μg/L. The procedures followed were as described by Sullivan et al. [8] . The advantages of the method as compared with other methods of urinary iodine analysis [1, 8] include a safe digestion process (ammonium persulfate is the digestion medium), less expensive and sophisticated instrumentation, use of reagents that can be made in the laboratory, good performance characteristics, cost effectiveness, and sustainability. WHO/UNICEF/ ICCIDD epidemiological criteria [1] for assessing the severity of iodine-deficiency disorders based on median urinary iodine levels were used.
Salt samples
The iodometric titration method was selected for chemical analysis of salt samples at the Medical Research Council in Cape Town, South Africa. The coefficient of variation for the analysis of iodine in salt by the iodometric titration method in this laboratory was 2.7 at a concentration of 50 ppm. With standard solutions of potassium iodate (KIO 3 ) at concentrations of 25 and 70 ppm, the coefficient of variation was 1.0. The operation sensitivity, that is, the lowest concentration detectable in standard solutions, was 1 ppm, and the coefficient of variation was 6.5 at this level. The reaction mechanism of the iodometric titration method includes liberation of free iodine from salt and titration of the free iodine with thiosulfate [9, 10] . Ten grams of salt was dissolved in distilled water and made up in 50-mL portions. One milliliter of 2N sulfuric acid and 5 mL of 10% potassium iodide (KI) was added. The liberated iodine was titrated with sodium thiosulfate solution using 1 mL of 1% starch indicator near the end of titration. The level of thiosulfate in the burette was recorded and converted to parts per million by using the conversion table.
Statistical analysis
Statistical analysis was performed by the Department of Biostatistics at the University of the Free State in Bloemfontein, South Africa, using SAS version 8 software. For categorical variables, the results were summarized by frequencies and percentages, for numerical variables by means and standard deviations (normal distribution) or medians and ranges (skew distribution). Ninety-five percent confidence intervals taking the design effect of the cluster design into account were calculated for the main categorical outcomes.
Ethical considerations
The Ethics Committee of the Faculty of Health Sciences at the University of Free State in Bloemfontein, South Africa, gave its approval for conducting this study (ethics document number ETOVS NR 32/02). Written approval was also obtained from the Ministry of Education, the Ministry of Local Government, and from the chiefs and the headmasters of the selected villages and schools in Lesotho, respectively. An informed consent form written in Sesotho and English had to be signed by the selected women and parents or guardians of the participating children (first signature) and by the children (second signature). Before signing, the participants were assured of anonymity and confidentiality. Those who were not able to write signed with a cross.
Results
Urinary iodine concentration
The analysis of the urine samples showed that the median urinary iodine excretion was 214.7 μg/L (ranging from 62.9 to 302.6 μg/L in the different districts) for the children and 280.1 μg/L (ranging from 124.8 to 381.6 μg/L in the different districts) for the women, indicating more than adequate iodine intake according to the WHO/UNICEF/ICCIDD criteria [1] . More than one-third of the children (36%, ranging from 3.3% to 50.4% in the different districts) and almost half of the women (47.2%, ranging from 13.3% to 59.3% in the different districts) had urinary iodine concentrations in the excessive iodine intake range (table 2). Table 2 also indicates that 10.1% (95% confidence interval [CI], 6.0% to 14.2%) of the children and 9.8% (95% CI, 6.7% to 13.0%) of the women had urinary iodine values lower than 50 μg/L. Also, 21.5% (95% CI, 15.1% to 27.9%) of the children and 17.9% (95% CI, 14.0% to 22.0%) of the women had urinary iodine values lower than 100 μg/L. These values indicate that iodine defi- ciency has been eliminated as a public health problem, because the percentages of the women and children with urinary iodine values below 50 and 100 μg/L are less than 20% and 50%, respectively; these values are used as criteria for monitoring progress toward eliminating iodine-deficiency disorders as a public health problem [1] . According to table 3, the prevalence of iodine deficiency was higher in the mountains than in the lowlands. A higher percentage of children in the mountains (12.7%) and a lower percentage of children in the lowlands (3.8%) were in the severely iodine-deficient range than those in the other ecological zones (p < .001). The percentage of children in the adequate iodine intake range was 22.4% in the mountains and 25.3% in the lowlands. Similarly, 10 % of women in the mountains and only 3.9% of women in the lowlands had urinary iodine concentrations in the severely iodine-deficient range. The iodine concentrations of few women in the mountains (15.2%) and very few in the lowlands (5.4%) were in the mild range of iodine deficiency.
Salt iodine concentration
The median iodine concentration of salt at the household level was 38.5 ppm, ranging from 29.2 ppm in the Thabatseka District to 43.2 ppm in the Quthing District (p < .001) (table 4). A large variation was observed in the iodine content of salt within districts (the largest variation was 9.6 to 591.0 ppm in Buthabuthe District) and between districts (0 to 76.4 ppm in Qachas'nek and 9.6 to 591.0 ppm in Buthabuthe District). Table 5 shows that the median iodine concentration was higher in the lowlands (40.2 ppm) and the Senqu River Valley (40.0) and lower in the mountains (33.1 ppm) than in the other ecological zones (p < .001). Only 1.6% of all households used noniodized salt. Of the salt samples that were noniodized, more were 
Sustainability indicators
The responses from the chairperson of the iodinedeficiency disorders control task force during an interview are shown in table 6. These responses indicate that only 4 of the 10 programmatic indicators of sustainability have been attained: » Existence of an effective, functional national body responsible to the government for the national program for the elimination of iodine-deficiency disorders; » Appointment of a responsible executive officer for the iodine-deficiency disorders elimination program; » Legislation or regulations on universal salt iodization; » Cooperation from the salt industry in maintenance of quality control. The other indicators have not been attained, mainly because of lack of political commitment to universal salt iodization and the elimination of iodine-deficiency disorders, lack of commitment to assessment and reassessment of progress in the elimination of iodine-defi-ciency disorders, inefficient public education, and lack of regular monitoring of the program and recording of the results of the monitoring. Table 7 shows the results on the achievement of the WHO/UNICEF/ICCIDD [1] sustainability goals by the salt iodization program. The urinary iodine concentration indicates that iodine deficiency has been eliminated as a public health problem, because the percentages of women and children with values below 50 and 100 μg/L are less than 20% and 50%, respectively. Less than half (4 out of 10) of the goals of the programmatic indicators have been attained by the salt iodization program in Lesotho, while it is recommended that at least 8 of the 10 programmatic indicators elaborated in table 6 should be attained, indicating that the programmatic indicators do not achieve the goals for sustainable elimination of iodinedeficiency disorders. Slightly less than 90% of households (86.9%) use adequately iodized salt. According to WHO/UNICEF/ICCIDD [1] , all goals for sustain-
Indicators
Indicators attained Comments
Regular laboratory data on urinary iodine in school-aged children with appropriate sampling for higher-risk areas No This is also not done regularly because of the high costs of analysis performed outside the country Cooperation from the salt industry in maintenance of quality control
Yes
The recent assessment in South Africa (from which Lesotho gets its salt) indicated that the South African salt industry is in a strong position to supply the required amount of iodized salt to the market to achieve the goal of at least 90% of households using adequately iodized salt before 2008 [11] A database for recording of results or regular monitoring procedures, particularly for salt iodine, urinary iodine, and, if available, neonatal thyrotropin, with mandatory public reporting
No
All studies conducted are in written reports of which some copies have been misplaced and are not readily available to the public IDD, iodine-deficiency disorders; FNCO, Food and Nutrition Coordinating Office 7 show that the salt iodization program for elimination of iodine-deficiency disorders in Lesotho requires further programmatic inputs before it can be considered a program with a good potential for sustainability. The urinary iodine excretion results show that iodine-deficiency disorders have been eliminated as a public health problem, and 86.9% (which is slightly lower than the recommended 90%) of salt samples were adequately iodized at the household level. Only 4 of the 10 programmatic indicators, instead of at least 8, have been attained by the iodization program in Lesotho. Therefore, salt iodization and the programmatic indicators have not reached the WHO/UNICEF/ICCIDD [1] sustainability goals. Only the urinary iodine excretion reached sustainability goals, indicating that the salt iodization program in Lesotho requires additional programmatic inputs before it can be considered as sustainable.
Discussion
The median urinary excretion for the whole country in the present study indicates a more than adequate iodine intake (the range of adequate iodine intake is indicated by urinary excretion values of 100 to 199 μg/L). This median urinary excretion, which indicates mild iodine deficiency to excessive iodine intake in different districts, shows a great improvement in comparison with the results of previous studies conducted in Lesotho [4, 12] . Analysis of the distribution of the data showed values below 50 μg/L in 10.1% of the children and 9.8% of the women. Additionally, 17.9% of the women and 21% of the children had urinary iodine excretion values below 100 μg/L. These percentages are much lower than 20% and 50%, which are used as criteria for monitoring progress toward eliminating iodinedeficiency disorders as a public health problem [1] , and indicate that iodine-deficiency disorders have been eliminated as a public health problem in Lesotho. The difference in the severity of iodine deficiency between the mountains and the lowlands is probably due to the fact that most of the villages in the mountains are inaccessible by road. There is therefore little access to health and nutrition facilities, including education on iodine-deficiency disorders.
Although there is great improvement in both the median urinary iodine excretion and the distribution of iodine excretion values in the present study in comparison with the previous studies, there is a possibility that a proportion of the population is at risk of developing iodine-induced hyperthyroidism, as indicated by urinary iodine excretion values of more than 200 μg/L in 54.2% of the children and 61.9% of the women. It has clearly been reported that in populations characterized by longstanding iodine deficiency and rapid increment in iodine intake, median values of urinary iodine above 200 μg/L are not recommended because of the risk of iodine-induced hyperthyroidism [1] . However, almost all iodine supplementation programs have also reported that iodine-induced hyperthyroidism following iodine supplementation cannot be entirely avoided, even when supplementation is done with only physiological amounts of iodine [13] .
A large variation in the iodine concentration of salt (0 to 686.5 ppm) at the household level implies nonuniformity in salt iodization at the production site, variation in the time needed for salt transportation (e.g., it takes more time to reach people in the mountains than in the lowlands because some areas are difficult to reach or are not reached by vehicles), and different storage conditions of salt in households (some households, mainly those in the mountains, store salt in tins without lids, open plastic bags, and containers exposed to sunlight and heat) [14] . Similarly, a quantitative study conducted in the country indicated a variation in iodine concentration at the household level ranging from 0 to 97 ppm among brands and from 7 to 97 ppm within brands [14] . Other similar studies have also shown large variations in iodine levels; for example, in Kenya the iodine content of the Kensalt brand ranged from 6.2 to 386.9 mg/kg [15] . In South Africa there was a range of 7 to 40 ppm within brands and from 0 to 80 ppm between brands [16] .
The median urinary iodine value indicated that iodine deficiency has been eliminated as a public health problem in Lesotho. However, the programmatic indicators fall short of the international goal of 90% as coverage in the use of adequately iodized salt at the household level, causing concern about the sustainability of the iodine-deficiency disorders control program in Lesotho. The use of coarse salt is mainly responsible for the failure of the coverage to reach the recommended 90%; the coverage of adequately iodized salt was more than 90% (93.7%) for fine salt, whereas it was lower than 90% (60.5%) for coarse salt. This is due to the fact that some coarse salt is not iodized during production, even though the present study and the study conducted in South Africa [16] have shown that coarse salt can be as effectively iodized as fine salt. The legislation in South Africa, where Lesotho gets all its salt, does not include compulsory iodization of salt packed in bags of 20 kg or more, which is coarse salt meant for animal consumption. In Lesotho, this coarse salt meant for animal consumption is also used for human consumption, mainly in the mountains, because most households that rear animals are in the mountains. Coarse salt is therefore bought for animal consumption but is apparently used for human consumption as well because it is cheaper than fine salt. This is the main reason why legislation in Lesotho includes iodization of salt for animal consumption.
Underiodization at the production site is a major problem; some salt samples labeled "iodized salt" contained very little iodine (1 to 14 ppm). The loss of iodine during distribution also affects the availability of adequately iodized salt at the household level and consequently causes low iodine intake. Inadequate storage conditions, which are more common in the mountains than in the lowlands and include storing salt in tins without lids or in opened plastic bags and keeping salt containers outside of cupboards [4] , may also contribute to loss of iodine in salt through exposure to sunlight, heat, and humidity [17, 18] .
The information collected during the quality control assessment conducted in 2000 in South Africa suggests that the South African salt industry is in a strong position to supply the required amount of iodized salt to the market to achieve the goal of at least 90% of households using adequately iodized salt countrywide before the year 2008 [16] . It is anticipated that Lesotho will benefit from this optimal iodization. However, regular monitoring of salt iodine concentration at the entry point level should never be stopped after it has been initiated.
Statements about the attainment of the indicators are based on information given by one person. Furthermore, the answers were not rated or scored, and therefore each answer to each question was openended. The information obtained from the assessment of the indicators was therefore used in the present study to give a general overview of the operational activities of iodine-deficiency disorders control in the country. It is suggested that more specific questions be used and more people be interviewed during future studies.
Only 4 programmatic indicators of sustainability were attained, whereas it is recommended that at least 8 of the 10 indicators should be attained [1] . There is no commitment to assessment and reassessment of progress in the elimination of iodine-deficiency disorders. At present, there are two laboratories that can be used for analysis: one at the central hospital (for urinary iodine analysis) and the other at the National University of Lesotho for both salt and urinary iodine analysis. The central laboratory, however, is very busy because it is in the only referral hospital in the country where blood and urine specimens from all the patients referred from all the districts are analyzed. The laboratory at the university is only available when the university is closed for lectures in December and from May to July.
Another major drawback is that the laboratory at the university, which is the only laboratory that does both salt and urinary iodine analysis, is not quality assured at every level. Quality assurance in urinary iodine analysis is of great importance [1, 8] , because urinary iodine analysis results are used when assessing the overall biological impact of programs for the elimination of iodine-deficiency disorders and for salt iodization. Quality assurance is also important for salt analysis, especially when salt iodine test data are to be used for evaluation and monitoring of programs for the elimination of iodine-deficiency disorders [1, 10] . External quality control has also never been done. This is of concern, because participation in an external control exchange program is an important independent means of assessing laboratory performance. In addition to this problem, there is a lack of personnel for analysis of urinary iodine in Lesotho, since only one person was trained at the Medical Research Council in South Africa (Cape Town) for urinary iodine analysis. Because of these problems, salt and urine samples have been sent to South Africa for analysis, and it is very costly to transport samples from Lesotho to South Africa. Consequently, regular analysis of salt and urine samples is not done in Lesotho.
In addition to problems of chemical analysis, there is no database for recording the results. The written reports from studies funded by both the government and UNICEF (which is currently the only bilateral agency supporting iodine-deficiency disorders activities in Lesotho) are kept at the Food and Nutrition Coordinating Office resource center, which needs to be upgraded. Some of these reports are missing, and for some only one copy is available, making it very difficult to obtain information. The only copies of reports available at the UNICEF resource center are those of studies funded by UNICEF. The lack of a database for recording the results makes it difficult to track changes in issues relating to iodine-deficiency disorders in the country.
The lack of an effective awareness program has led to the policy makers not being aware of issues relating to IDD. This has resulted in very little or no commitment to the elimination of iodine-deficiency disorders by political leaders. On the other hand, it is believed that the awareness campaigns, which started in 1994, were effective in creating awareness among the public, because studies indicated an increase in the use of iodized salt even before the legislation was promulgated [13] . The media coverage for elimination of iodinedeficiency disorders is at present inadequate, since only pamphlets, posters, and booklets are being distributed, and this distribution occurs at a very slow rate and most remote rural areas, which cannot be reached by a vehicle, are not covered.
It is observed from the study that at the entry point level and the retail level, the customs officials and health inspectors are no longer doing random and regular spot checks. The main reason is that new officers have been employed who are probably not aware of the legislation and of iodine-deficiency disorders. These officers need training, and the iodine-deficiency disorders control task force has not been able to do this because of lack of funds. Furthermore, the salt iodine test kits have expired, and because of administrative problems it has taken a long time to procure new test kits, which were still not available during the present study.
Conclusions
The results of the present study indicate that, although urinary iodine concentration reaches the WHO/ UNICEF/ICCIDD sustainability goals, elimination of iodine-deficiency disorders in Lesotho requires additional programmatic inputs to ensure sustainability. Some of the households used salt that was not adequately iodized, and most of this salt was coarse salt. Noniodization, underiodization at production sites, loss of iodine in salt during distribution, and inadequate storage conditions of salt are probably the main reasons that some salt samples are not adequately iodized at the household level. Of the 10 programmatic indicators of sustainability, only 4 have been attained, which does not meet the recommendation that at least 8 of the 10 indicators be attained. The programmatic indicators of sustainability indicate that there is not sufficient commitment to salt iodization in the country. The results therefore suggest that the salt iodization program in Lesotho has improved considerably, but to ensure sustainability it requires additional programmatic inputs and regular monitoring of salt iodine content, with more emphasis on coarse salt.
A major threat when an iodization program is not sustainable is that iodine-deficiency disorders will reappear. Therefore, the findings of the study suggest that after control of iodine-deficiency disorders has been implemented in any country, there is still a lot of work to be done to ensure that the program is sustainable. This will mainly require collaboration among salt producers and the iodine-deficiency disorders control body to promote and monitor the use of iodized salt. To ensure continued success of an established salt iodization program, regular monitoring of urinary iodine and other biological measures of iodine nutrition should also be critically considered. High urinary iodine levels were observed in some women and children, indicating a risk of iodine-induced hyperthyroidism in susceptible individuals. This study, therefore, highlights the need for regular monitoring of the iodine content of salt to address iodine deficiency and the risk of iodineinduced hyperthyroidism as well as to ensure the sustainability of the salt iodization program as well as the iodine-deficiency diseases control program.
Recommendations
Assessment and monitoring of the program requires laboratories and the production of assurance charts and databases [1] . Therefore, a national laboratory available for use at any time by government officials should be built, and the laboratory at the National University of Lesotho should be expanded and improved, with more personnel trained in both salt and urine analysis. Salt is not produced or iodized in the country, and this highlights the importance of the iodine-deficiency disorders control task force liasing with the salt industry in South Africa, where all of the salt in Lesotho is imported from, to ensure both internal and external quality control. The Ministry of Agriculture is planning to have a national database, and the Research Subcommittee, which is coordinated by the Food and Nutrition Coordinating Office, is planning to introduce a surveillance system in the country. The iodine-deficiency disorders control task force should therefore liase with this ministry and committee to ensure that iodine-deficiency disorders are included in the national database and national surveillance system. In addition, the Food and Nutrition Coordinating Office resource center should be upgraded to ensure availability of information regarding the cause, prevalence, and prevention of iodine-deficiency disorders to the public.
It is important for the iodine-deficiency disorders control task force to initiate a continuous awareness program to ensure that policy makers and the public are aware of iodine-deficiency disorders and to solicit their support. The policy makers should be made aware that iodine-deficiency disorders cannot be eradicated in one great global effort, since they are the result of a deficiency of iodine in soil and water and can therefore return at any time after their elimination if control programs fail. Emphasis should be given to the economic aspects of brain damage and impaired learning caused by iodine-deficiency disorders. The local media and newspapers should also be approached to arrange for a slot or a column on activities related to iodine-deficiency disorders. There should be a quarterly national campaign to inform the policy makers and the public about iodine-deficiency disorders and the use of iodized salt, targeting mostly people in the mountain areas. Furthermore, information on iodinedeficiency disorders should be included in the curriculum of schools and institutions. School competitions conducted once a year in which children are asked, for example, to write essays on iodine-deficiency disorders will create more interest and increase knowledge of students and the community regarding the prevention and control of iodine-deficiency disorders in the country.
Regular monitoring at the point of entry, retail level, and household level is very crucial. The authorities and the iodine-deficiency disorders control bodies in both countries, Lesotho and South Africa, should also communicate and work with the salt industry to ensure effective salt iodization, putting more emphasis on iodization of coarse salt.
Administratively, the iodine-deficiency disorders control task force, which is multisectoral and coordi-nated by the Food and Nutrition Coordinating Office, needs to be strengthened. Members of the task force should be assigned to different areas of responsibility, such as assessment of progress, enforcement of legislation, and education and communication to create a feeling of ownership of the program and motivation. More important is the training of new members of the task force team on issues relating to iodine-deficiency disorders. This training should emphasize regular monitoring of salt samples with the use of the spot test kits, as a result of which suspect salt should be taken for more quantitative analysis and noniodized salt should be confiscated. Salt that does not meet the legal recommendations for Lesotho should be noted, and the salt producers should be approached and shown the importance of salt iodization, which will benefit the consumers by eliminating iodine-deficiency disorders and increase the market for them as the producers.
